Introduction
The right of patients to make decisions about their medical care without coercion by health care provider is called patient's autonomy which is very important issue in health care service. 1 The autonomy of patient is defined as the legal incorporation of the idea that each patient has the right to make decisions that affects his/her health. 2 It is an opportunity to be an informed participant in his/her health care management plan. So, it acts as a safeguard to ensure the preservation of individual rights. 3 For a consent to be effective, it should be informed. Medical intervention consent exceeds the relationship between patient and physician as a mere signature on an acceptance form. 4 The World Medical Association Declaration of Lisbon on the rights of the patient has had defined the main components of informed consent. The patient has the right to make decision that affect his health, patient has the right to give or withhold consent to any health management procedure and has the right to get the necessary information that help him make his decision. 5 The interest in informed consent has been increased among the medical profession and public media due to the increased number of medico-legal cases and, the development of new guidelines. Doctors must adhere to the new guidelines for consent. 6 Informed consent is now considered as one of the most prominent issues in the recent ethics. 7 In general, complete informed consent should include a discussion of certain items as the nature of the therapy or procedure, an alternatives to the determined procedure, the expected risks, benefits, suspicion of each alternative, 8 and assessment of the patient's awareness; and the patient's willing to accept procedure. 9 Informed consent is a professional ethics emerging from the responsibility of the physician to the patient. Nowadays, informed consent for medical procedures has become a standard procedure, in many countries, that provide the patients with the suitable information regarding the diagnosis and treatment of his case as well as risks, complications, and alternative treatment. This considerably improve the communication between physician and patient. A signed form is the evidence that their conversation leads to a reciprocal understanding. 10, 11 The specific information needed for by certain patient and methods used to provide this information should be considered. Informed consent should be given by patient after ensuring that the he understood the information by the physician or another responsible individual. 12 A considerable number of medical researches has been conducted recently on the consent process. Most of them focused on patients -doctors' attitudes towards consent. 13, 14 The notion of informed consent is usually more related to surgical specialties than other clinical specialties because patient should decide to participate into surgery and permissiveness for surgeons to operate on them. 15 Advanced surgery has been practiced for long time in state of Kuwait. Yet, to our knowledge, no studies have been conducted to examine surgeons' attitudes towards informed consent in Kuwait. Kuwait has introduced compulsory medical consent to be given by patients before any procedure. According to the this document, doctors should inform patients about medical protocols and options available for the case before getting patient signature prior to any medical procedure. Doctors also should provide all information, including possible risks. This would be mandatory in public as well as private hospitals and clinics. 16 This has been documented by Ministerial decree No. 307/2015. 17 The aim of this study is to examine surgeons' attitude working in public and private hospitals towards informed consent.
Subjects and methods
All five governmental general hospitals, and two private hospitals were randomly selected from 11 private hospitals in the state of Kuwait. This study is a cross-sectional survey that was carried out from January to June 2016. The sampling unit used in this survey was a surgeon working in the selected hospitals during the study period. A self-administered questionnaire about informed consent for surgery derived from different published studies dealing with the same subject as well as from our own experience was used in this study. 18 Surgeons were asked to participate and complete the questionnaire and return it back. In addition to personal characteristics, the questionnaire included 24 items related to surgeons' attitudes towards informed consent categorized as follow: general question regarding informed consent (5 questions), the main purpose of informed consent (5 questions), why of informed consent is not necessary (4 questions), the person who get the informed consent and what should be included (6 questions), and factors affecting the quantity of information given to patients before giving informed consent (4 questions). The response to each question was either Yes (agree), No (disagree) or Unsure (not sure).
All the necessary approvals for carrying out the research were obtained. The Ethical Committee of the Kuwaiti Ministry of Health approved the research. The permission of the Deputy Ministry of Health in Kuwait as well as head of each selected hospital were obtained. Complete confidentiality was ensured. A pilot study was carried out on 10 surgeons to the clarity the suitability of the used questionnaire, and test the overall response of the surgeons. This study revealed that, overall, the questionnaire was suitable, and the required modifications of the questions were performed.
Statistical analysis
Data were revised for completeness. Questionnaire with missing data were excluded, so analysis of results did not contain miss-ing values. For categorical variables, frequency and percentage distribution were used. For quantitative variables, the mean and standard deviation were used. To test the association between two variables, a bivariate analysis was conducted using Chisquare test.
Results
Of the 600 distributed questionnaires, 456 were completely filled and were returned back; with a response rate of 76.0%. Of those, 353 (77.4%) were public surgeons and 103 (22.6%) were private surgeons. Most of surgeons were males 347 (76.1%) and 109 (23.9%) were females. Their age ranged from 25 to 74 with a mean equals 40.4 ± 11.05 years. Years of experience ranged from 1 to 48 years with an average value 14.47 ± 10.98. Distribution of surgeons according to their professional categories revealed that, 5.9% were trainee, 9% were assistant registrar, 43.8% were registrar, 15.9% were senior registrar, 8.4% were specialist, 6.2% were senior specialist, and 10.8% were consultant. According to specialty, 32.2% were general surgeons, 13.9% were ENT, 1.8% were ophthalmologists, 17.2% were orthopedics, 3.1% were gastrointestinal surgeons, 0.9% were chest surgeons, 1.1% maxillofacial surgeons, 2.6% plastic surgeons, and 7.7% were others. Table 1 reveals the responses of the public and private surgeons to the general informed consent questions. A significant higher proportion of private surgeons (98.1%) compared to 87.8% of public surgeons considered informed consent routinely achieved in their current practice (P = .004). Similarly, 81.6% of private compared to 79.3% of public surgeons thought that all physicians should receive formal training on informed consent (p < .001). However, 76.7% of surgeons from private compared to 35.7% from public have received formal training on informed consent (P < .001). On the other hand, 82.2% of public compared to 46.6% of private surgeons thought that written information, in the form of leaflets, should be provided for patients during informed consent (p < .001) although only 41.1% of public and 30.1% of private surgeons mentioned that they provide their patients with leaflets during informed consent (p < .001). Table 2 shows that the majority of participants agreed about the main purpose of the informed consent without a significant difference between public and private surgeons. However, a significant higher proportion of private than public surgeons believed that the main purpose of informed consent is to protect the surgeon against litigation (86.4% versus 83.0%, P = .008).
Participants opinion regarding considering informed consent unnecessary was shown in Table 2 . A significant higher proportion of private than public surgeons supported the un-necessity of the informed consent because: most patients depend on their doctor to make the decision for them (42.7% versus 24.4%, p = .001); included information to patients about potential risks may be worrying for them (48.5% versus 36.3%, P = .03); disclosing information about potentially harmful risks may hinder patients from undergoing the operation (58.3% versus 32.3%, P < .001). A significant higher percentage of public than private surgeons believed that the informed consent in unnecessary because most patients do not usually remember all the information given to them (41.4% versus 30.1%, P < .001). Table 3 shows that there was a general agreement between participants that the doctor who is going to perform the operation should do the informed consent with a significant higher proportion among public than private surgeons (85.6% versus 62.1%, P < .001). Lesser proportions of participants believed that the responsible consultant should do the informed consent (57.2% of public and 58.3% of private surgeons). Less than half of the participants in both groups believed that a junior doctor should do the consent. The vast majority of participants believed that all major risks should be disclosed in the consent with a higher proportion among private than public surgeons (98.1% versus 86.4%, P = .005). A lesser proportion of surgeons believed that the minor risks should be disclosed. On the other hand, 76.8% of public compared to 70.9% of private surgeons thought that they should disclose the possibility of death if present (P = .005). Table 4 shows participants' response regarding factors affecting the amount of information given to patients during the informed consent. Patient age (85.4% versus 70.5%, P = .01), gender (79.6% versus 41.1%, P < .001) and social class (78.6% versus 49.9%, P < .001) were believed by significant higher proportions of private than public surgeons respectively. Contrary, a lesser significant proportion of private than public surgeons believed that patient level of education (58.3% versus70.3%, P = .01) has an effect.
Discussion
The participating surgeons in the current study could be considered as a representative sample of surgeons in public and private hospitals as they were of different levels of seniority and varied specialties.
Most public and private surgeons stated that informed consent was a routine process in their practice. This was obvious and significant among private surgeons. They believed that all surgeons must receive informed consent training. However, only a third of public surgeons declared that they had this type of training. Physicians in the USA, UK, and Canada are well trained on how to obtain informed consent due to the possibility that patients usually make legal claims in case of complications. 19 It is well defined by law in these countries which procedures patients should give written consent. 20 Even in less developed countries like Nigeria, surgeons defined courses of bioethics and communication skills during surgical training as a way to improve surgeons-patients communication. 7 Patients rely on the knowledge and skill of the physician proposing treatment to relay information and inform their decision-making. In the present study, surgeons equally stated that written information in the form leaflets must be given to patients before giving informed consent. However, a significantly higher proportion of public than private surgeons indicated that they usually do this (41.1% versus to 30.1%). This could reflect the practice in both public and private hospitals, in which more than half of surgeons do not give their patients written information before giving informed consent or sometimes leaflets may not be available. Although written information are useful for patients, they cannot replace conversation with surgeons. 12, 21, 22 In the present study, 88.4% of public surgeons and 85.4% of private surgeons believed that the main purposes of informed consent were to supply the patient with information regarding all complications and also to protect the surgeon legally (83% versus 86.4%). However, a significantly higher percentage of private than public surgeons believed that the main purpose of informed consent is to improve doctor-patient relationship (95.1% versus 89.5%) and improving the patients' compliance with medical care (83.5% versus 81.0%). Such findings mean that surgeons in both types of hospitals believed that informed consent is a legal and ethical obligation. In a similar study that was conducted in Nigeria, surgeons were asked to state the reasons for obtaining informed consent before surgical procedures. They chose the following reasons in a decreasing proportions: medicolegal reasons, informing the patient regarding benefits, risks and alternatives of the procedure, helping the patient to take a decision about the procedure, hospital standard policy and surgical tradition. 7 A minority of participants in the present study believed that the written consent was inappropriate because the included information may cause confusion to patients or may prevent them of from undergoing the surgery. This goes against the guidelines and legal issues that patients should be informed about what they want to know. 23 Previous qualitative research has shown that many physicians do not believe that it is necessary to obtain a formal consent after providing the patients with enough information. 11, 24 The purpose of informed consent is to permit the ordinary reasonable patient to make an intelligent decision, based on the information provided by the physician. 25 Aqu et al. in 2014 stated the information to be given to patient as benefits and risk of the procedure, appropriate professional advice, preferred options for the patient, and authorization for the clinician. 26 Most participants in the current study, believed that the consent form should include an explanation of the procedure details as one of patients' right to autonomy. Previous studies revealed that information about a procedure and its benefits and risks improve patients' compliance, as well as decreasing post-operative medication care. 12, 27 However, Akkad et al. stated that many patients may not in need to know the procedure details. 28 Also, Kocarnik reported that informing the patient with each possible risk of a procedure may not be in his interests. 29 Berman et al. in their study reported that there was a substantial variability in surgeons' opinion regarding information that should be included in the consent form. About half of surgeons answered that it was ''essential" to discuss risk of the operation. This could be explained by surgeon characteristics. They reported that younger with less experience surgeons would be more cautious about risk estimates, and discuss various risks with the patients. 30 The variability noted in this study goes with reports from other studies. 12, 31, 32 In the current study, the majority of participating surgeons from both types of hospitals have a similar opinion with respect inclusion of potential risks in informed consent with higher proportion of public than private surgeons with regards to the risk of death. On the other hand, more private that public surgeons believed that minor risks should be included. Lee Char et al. reported that over 70% of respondents considered the discussion of known and unknown risks as well as benefits of the procedure. 33 The current study showed that less than half public and private surgeons agreed that informed consent may be performed by a junior doctor who will not perform the procedure (43.6% versus 45.6%). This can be justified as a junior doctor has not the ability to provide all the necessary information to patient. Also, private and public surgeons had almost a similar beliefs that informed consent should be done by the consultant (58.3% versus 57.2% respectively), while significantly more public surgeons than private (85.6% versus 62.1%) believed that informed consent should be done by the doctor who will perform the operation. Furthermore, significantly more private surgeons believed that informed consent should be done by the consultant and higher proportion of public than private surgeons believed that the doctor who was going to perform the operation should perform the informed consent. This is consistent with the widely-accepted policy that the surgeon performing the procedure is responsible for the process. 6 In many health care settings, junior surgical doctors obtain the informed consent for a surgery from the patient after contact between him and the consultant surgeon with the limitation that junior doctors have weakness in discussing risks or alternative procedures. 34, 35 Brewster et al. reported that ensuring that patients are informed of the risks and benefits associated with the surgery is an important responsibility of the treating surgeon. 36 In the present study, higher proportion of private than public surgeons stated that the content of informed consent was affected by patient's age, gender, and social class. The most striking difference was seen regarding gender. This could be attributed to the increased number of females who attended the private sector for delivery. On the other hand, the percentage of public surgeons who believed that education could affect the amount of information in the informed consent was higher than that in the private sector. This could be because public hospitals serve all social classes with a high percentage of public people who tend to be less educated, that might affect their understanding or awareness of the content of informed consent. However, there is no agreement between previous studies regarding the effect of these factors on the content of informed consent. However, Ezeome and Marshall reported that consent practices are influenced by socio-economic status. 37 In a study that was conducted in the Czech Republic, younger, highly educated men participants were likely to show the autonomy than older, less educated women. 38 On the other hand, another study supported the idea that women tend to be more information-seeking than men in health settings and tend to read the consent forms to alleviate uncertainty and trust concerns. 39 Also, in a previous study that was conducted to assess the role of educational status in informed consent, the author stated that poorly educated patients also want to be informed. It has also been shown that education influences the different cultural and social factors that may affects obtaining of informed consent and passing the gap between the doctor and the patient, and encouraging discussion on the procedure. 37 On the other hand, Agu et al. showed that the education did not affect patient autonomy about his health. 26 This study has some limitations. We did not assess patients' opinion regarding topics to be discussed during informed consent. Many other non-patient-related factors are needed to be studied as type and duration of the surgery, timing of surgery and need for referral to another doctor.
Conclusion
This study concluded that private surgeons differ from those in the public hospitals in that they believed that informed consent has benefit to patients, and not mere ethical and legal obligation. Surgeons should become aware of the informed consent guidelines. In addition, introducing formal training on informed consent for surgeons in both types of hospitals are recommended and for making written information more widely available is required.
